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Time for a National Agenda to Improve the
Health of Urban Populations

June 2000, Vol. 90, No. 6

To achieve the vision of “healthy people
in healthy communities” articulated in
Healthy People 2010,1 the United States must
do more to promote health and prevent dis-
ease in urban areas. Despite some significant
improvements in health status in the last
decade, the failure to achieve more than 15%
of the goals identified in Healthy People
20002 stems in large measure from the dispro-
portionate burden of certain health problems
in urban areas—HIV infection, asthma, vio-
lence, substance abuse, and preterm delivery
as well as heart disease, cancer, and stroke.3–7

Although rural areas also experience higher-
than-average morbidity and mortality that de-
mand attention, in the last 50 years, the excess
mortality and morbidity experienced by the
poor and by people of color have become in-
creasingly concentrated in cities.8

More than 80% of the US population
lives in metropolitan areas, which include both
cities and their surrounding suburbs. In the last
25 years, cities and suburbs have become
more similar, and the demographic and health
profiles that were previously uniquely urban
are now shared by “edge cities” and poor and
minority suburbs. More than a quarter of the
US population still lives in central cities.
Moreover, after more than 5 decades of federal
support for suburbanization, cities continue to
be the economic engine of the US economy
and the focal point for global interchanges of
people, services, products, and money.9

Even though cities have a disproportion-
ate impact on the nation’s economy and
health status, the United States lacks a clearly
articulated urban agenda. Equally disturbing,
the public health community has not defined
a research or action agenda for urban health.
What explains these failures, and how can
public health workers contribute to reducing
the health disparities now concentrated in the
nation’s cities?

The lack of a political agenda for improv-
ing social conditions in cities stems from sev-
eral related phenomena. First, over the last
half century, the political machines and social
movements that won new resources for cities
have declined.10,11 In many states, political
power shifted to suburban regions, where
elected officials pursued tax and spending
policies that favored their areas at the ex-
pense of cities. At the same time, the na-
tional government, which during the New
Deal and the post–World War II era had
served as the protector of urban and other
vulnerable populations, lost power both to the
states and to multinational corporations.
After 1980, more conservative state and na-
tional governments began to cut back the
safety net programs that had protected people
in previous decades. Between 1970 and
1990, the number of people living in poor
inner-city neighborhoods doubled.12

Public health emerged as a modern pro-
fession in the late 19th and early 20th cen-
turies, born out of popular and elite efforts to
improve living conditions in US and Euro-
pean cities.13,14 More recently, however, orga-
nized public health in the United States
shifted its attention to the organization and fi-
nancing of the health care system. Faced with
budget cuts and limited political support, mu-
nicipal health departments shed responsibili-
ties, taking on staff and programs only in re-
sponse to crises like the HIV or tuberculosis
epidemics of the 1980s and 1990s.

Cities also posed formidable challenges
to public health researchers. Investigators
found it difficult to create variables that cap-
tured the multiple, unique dimensions of
urban life; as a result, race and ethnicity, in
the United States, and social class, in Eu-
rope, were more frequently used variables
than urban status. The complexity of cities
posed both methodological and financial ob-
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stacles, leading many investigators to carry
out community studies in smaller towns or
suburban areas. Because of this, we lack a
systematic body of literature characterizing
the health consequences of urban vs nonur-
ban environments or of different types of
urban settings. This gap makes it more diffi-
cult to design interventions to improve health
in urban areas.

Strategies to Promote
Urban Health

In this issue, several articles raise ques-
tions that can help to frame an action and re-
search agenda designed to improve the health
of urban populations. Three commentaries
examine distinct strategies for promoting
health and preventing disease in urban areas:
increasing access to and the quality of health
care,15 reducing risk behavior,16 and improv-
ing social conditions.17 These are not mutu-
ally exclusive approaches, but each offers
unique contributions and each has specific
limitations.

Numerous studies have shown that sig-
nificant proportions of urban populations
lack health insurance coverage and access to
primary care and, as a result, experience
higher rates of hospitalization for preventable
conditions.6,18,19 By increasing access to
care and improving its quality, argues An-
drulis,15 public policy can contribute to re-
ducing disparities between the urban poor
and the rest of the population. Leviton et al.16

note that urbanization, the increase in the
size, density, and heterogeneity of popula-
tions, and the specific environment of the
inner city influence health behaviors such as
exercise, diet, sexual behavior, alcohol and
substance use, and others. The authors de-
scribe the intricate relationships between en-
vironment and behavior and suggest health
promotion strategies, such as strengthening
social networks, organizing coalitions, and
building the capacity of neighborhood orga-
nizations, to reduce risk behavior by creating
a more supportive social environment. Fi-
nally, Geronimus17 emphasizes the impor-
tance of addressing the structural factors that
produce inner-city poverty and of promoting
policies and programs that reduce poverty,
racism, and income inequality—the underly-
ing causes of the disproportionate urban mor-
tality and morbidity.

The challenge is to weave these and
other strategies into a comprehensive and in-
tegrated effort to improve the health of urban
populations. The experience of the last
25 years offers urban health promoters di-
verse methods for achieving their goals, in-
cluding campaigns to increase health knowl-

edge and awareness, to boost social support,
to reduce stigmatization and marginaliza-
tion, to advocate health-promoting policies,
to improve physical environments, to meet
basic needs, and to create more supportive
social environments.20 Some initiatives can
be categorical; for example, asthma pro-
grams that increase access to quality primary
care, improve housing to reduce exposure to
allergens, and control local sources of air
pollution. Other endeavors, such as increas-
ing the minimum wage or earned income tax
credit or creating new parks, playgrounds,
and recreational facilities, may yield im-
provements in many health outcomes. The
limited success in improving the health of
low-income urban populations is not primar-
ily a result of the lack of a knowledge base of
intervention strategies; rather, it is the failure
to apply what we know with sufficient inten-
sity, duration, and comprehensiveness.

Too often, public health practitioners
have focused all their attention on only 1 of
these strategies, even while acknowledging
the importance of all 3. However, emphasiz-
ing only access to health care, for example,
overlooks the fundamental role of urban so-
cial conditions. Targeting only individual
risk behavior condemns health promoters to
the Sisyphean task of perpetually undoing
the damage of disease promoters such as the
gun industry, the drug trade, or the fast (high-
fat) food industry, which are often concen-
trated in urban areas because of their market
density. Finally, relying on efforts to improve
social conditions—a long-term strategy—
may require sacrificing the current genera-
tion of vulnerable urban populations, a triage
that violates fundamental public health
ethics. Finding practical and efficient ways
to integrate the 3 strategies constitutes an
important priority for urban health promot-
ers. Several recent initiatives, such as the
Urban Research Centers and other projects
sponsored by the US Centers for Disease
Control and Prevention,21 the Robert Wood
Johnson Foundation’s Urban Health Initia-
tive22 and similar foundation-supported ef-
forts, and the global Healthy Cities move-
ment,23 promise new insights into how best
to accomplish such an integration. In prac-
tice, and in these and other similar projects,
it has been difficult to attribute changes in
health status in urban communities to inter-
ventions, which highlights the importance
of further developing evaluation methods
for complex settings.24

Role of the Economy

The broader task of defining an agenda
for improving the health of urban populations

requires the consideration of several ques-
tions. First, how can we best adapt public
health programs to meet the changing social
and economic conditions in US cities? Ear-
lier this year, the United States celebrated its
longest period of economic expansion in his-
tory, almost 9 years of uninterrupted eco-
nomic growth. In the last 5 years, some of
these economic benefits have in fact trickled
down to poor urban populations. Between
1996 and 1997, the overall rate of inner-city
poverty dropped 10%; the income disparities
between Blacks and Whites have gone down
for the first time in several years, unemploy-
ment rates are the lowest in years, and many
cities and states are enjoying budget sur-
pluses.25 Public health and public safety have
also improved. Violent crime dropped in big
cities by 27% between 1993 and 1997,25

deaths from HIV infection fell 48% between
1996 and 1997,26 and teen pregnancy rates
have fallen for the last decade27—all improve-
ments that have especially benefited urban
residents.

What role has economic growth played
in achieving these health improvements?
Certainly it is plausible that increased job op-
portunities and improved living conditions
reduce risk behavior by providing new incen-
tives for healthier behavior, by facilitating
more effective parenting, and by increasing
social cohesion.28 Other improvements seem
more directly related to specific medical or
public health measures, such as the increased
use of directly observed therapy to control tu-
berculosis and the increased use of condoms
that has helped to reduce the incidence of
teen pregnancy, some sexually transmitted
diseases, and HIV infection. 29,30 At the same
time, other health conditions that affect low-
income urban populations—for example,
asthma, diabetes, the use of heroin, and the
prevalence of obesity—have changed little or
have even worsened.1

In the longer run, prosperity has had
contradictory results, bringing additional
problems as well as benefits to US cities. In-
come inequality has increased dramatically
in the last 30 years,31 a factor increasingly as-
sociated with poor health outcomes.32–34

Cities have the greatest disparity in wealth,
serving as home to both the very rich and the
very poor.8 Moreover, the prosperity contin-
ues to bypass many urban residents. Many
small or midsized cities continue to experi-
ence high rates of unemployment and persis-
tent poverty.25 A recent study by the Urban
Institute found that 65% more Americans had
an episode of homelessness in 1996—a
boom year—than in 1987.35 And the propor-
tion of Americans who lack health insurance
continues to grow, reaching 30% in some US
cities.36
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To play a more effective role in advocat-
ing policies that promote the health of urban
residents, we need better evidence on the
pathways by which economic conditions in-
fluence health. Public health historians have
long debated the relative impact of specific
public health measures vs improved social
conditions.13,37,38 The continuing prosperity
may provide unique opportunities to improve
the health of urban populations, an option that
could dissipate when the inevitable economic
downturn arrives. By exploiting the variability
in both economic conditions and public health
interventions in US cities, researchers may be
able to discover relationships between spe-
cific economic conditions and various health
outcomes that can guide social policy and
public health practice.

Protecting Vulnerable
Populations

In the last 2 decades, many US cities ex-
perienced epidemics that challenged the
complacent belief that such outbreaks in de-
veloped nations were a thing of the past. The
striking but obvious characteristic of those
affected by HIV, violence, substance abuse,
asthma, infant mortality, and tuberculosis, to
name a few, is that they are primarily the
urban poor. More specifically, those at the
margins of society—the homeless, those in-
volved in the criminal justice system, some
recent immigrants, those living in extreme
poverty—experience rates of poor health
many times higher than those for the rest of
the population.4,5,39–41 Too often, Blacks and
Hispanics are disproportionately represented
in these populations, indicating the continu-
ing influence of racism.42

Focusing public health interventions on
improving the living conditions of our most
vulnerable populations (now heavily concen-
trated in cities) could reduce our reliance on
after-the-fact responses to epidemics revealed
by public health surveillance. This post hoc
strategy, which has characterized our reaction
to such diverse conditions as tuberculosis,
HIV, asthma, and mosquito-borne West Nile
fever, has required body counts to precipitate
action. Developing new measures to identify
vulnerable populations and improve their
conditions prior to the outbreak of disease is
a first step toward making “healthy people in
healthy communities” a reality rather than a
slogan.

To protect the health of the public ade-
quately, public health professionals need to
identify the populations that may be pushed
into poor health, either by social and eco-
nomic forces or by specific public policies. In
this regard, the article by Chavkin et al.41

raises concern that “welfare reform,” espe-
cially in the more punitive forms it has taken
in some states, may contribute to declines in
health insurance coverage. Other evidence
suggests that enrollment in the Food Stamp
Program has also declined at a higher rate
than the improvements in the economy would
predict.43 Thus, some portion of those being
forced off welfare rolls may be at risk of los-
ing health care and nutrition support.

These circumstances, combined with
the continued shortage of low-income hous-
ing in most cities, provide a recipe for increas-
ing disease rates, especially in urban neigh-
borhoods with high concentrations of extreme
poverty. In a similar vein, policies that circu-
late large numbers of urban young adults
through the criminal justice system without
addressing underlying problems, such as
substance abuse, mental illness, or lack of
employment skills, contribute to the cre-
ation of an isolated, stigmatized, and there-
fore vulnerable population. By creating a
new paradigm for municipal health depart-
ments to identify and protect vulnerable
urban populations, public health profession-
als may be able to reduce the likelihood or
toll of future epidemics. Developing such
plans now, rather than after an economic
downturn, will bring both public health and
financial benefits.

Overcoming Political Opposition

Political opposition to a national focus
on urban areas poses a powerful obstacle to
action. This opposition appears to be based
both in politicians’ desire to appeal to subur-
ban middle-class populations, who vote at
higher rates than inner-city residents, and in a
more sinister racism, in which “urban” is
code for “minority.” Mustering greater politi-
cal support for addressing urban health dis-
parities will require careful analysis of strate-
gic options. One approach is to appeal to
historic American values of fairness and
equality, making a moral case that all people
deserve the basic necessities of life, espe-
cially in a time of unprecedented prosperity.
Campaigns to increase health insurance cov-
erage for low-income children have often
used this approach. Another strategy is to ap-
peal to self-interest: Failure to contain the
urban epidemics of violence, substance
abuse, or infectious diseases, or to treat those
with mental illness, increases the likelihood
that these conditions will spread to wealthier
areas, both urban and nonurban.

A third approach is to emphasize the
shared interests of urban and nonurban pop-
ulations. By pushing middle-class people
out of downtown areas, for example, deteri-

orating inner cities contribute to urban
sprawl, which in turn increases air and water
pollution and ruins open space for everyone.
Free market principles dictate that the same
housing policies that lead to urban home-
lessness by decreasing the supply of low-in-
come units also increase the cost of housing
for all sectors of the population. Creating
the cross-class, cross-race coalitions that
can advocate for policies to improve living
conditions for the lower half of the socio-
economic spectrum may contribute as much
to improvements in public health as more
targeted interventions.44

Unfortunately, the empirical data needed
to make informed choices about which politi-
cal strategies would best contribute to solving
the specific public health problems facing
urban populations are generally lacking. Cre-
ating such evidence will require new interdis-
ciplinary collaboration among public health
researchers, political scientists, economists,
and urban planners.

It will also require a closer integration of
the scientific and political dimensions of
public health. For example, Chavkin et al.
argue that their evidence that punitive welfare
policies may increase the rates of lack of
health care insurance41 should inform con-
gressional debates on the reauthorization of
the Personal Responsibility Work Opportu-
nity and Reconciliation Act in 2002, even
though additional research is needed.

Defining Roles for Public
Health Workers

Finally, public health professionals need
to identify the roles they can play in shaping
an agenda to improve living conditions in US
cities. Once again, both scientific and politi-
cal competencies will be needed. Skills in
surveillance and needs assessment can con-
tribute to the identification of vulnerable
populations and settings that can be addressed
with programmatic or policy interventions.
Policy analysis can identify the intended and
unintended consequences of policies on wel-
fare, health care, food, housing, criminal
justice, and transportation—all sectors that
influence the health of urban populations.
Public health workers can also educate citi-
zens, activists, and policymakers about the
health impact of urban social conditions,
enabling a wider range of stakeholders to
participate in the political arenas where de-
cisions are made. Finally, public health spe-
cialists can help to organize the coalitions
and movements that will be needed to bring
about the reallocation of resources needed to
improve the quality of life and the health of
urban populations.
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By embracing these roles and making
the creation of a national urban agenda a pri-
ority, the public health community has an
opportunity both to contribute to improved
health in the coming decades and to apply
our profession’s historic mission to the
current era.

Nicholas Freudenberg, DrPH
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City University of New York.

Requests for reprints should be sent to Nicholas
Freudenberg, DrPH, Professor and Director, Urban
Public Health, Hunter College School of Health
Sciences, 425 E 25th St, New York, NY 10010 (e-
mail: nfreuden@hunter.cuny.edu).

References
1. Healthy People 2010. Conference ed. Washing-

ton, DC: US Dept of Health and Human Ser-
vices; 2000.

2. Holmes SA. Noting shortfalls, US renews
health goals. New York Times. January 26,
2000:A18.

3. American College of Physicians. Inner-city
health care. Ann Intern Med. 1997;127:485–490.

4. McCord C, Freeman H. Excess mortality in
Harlem. N Engl J Med. 1990;322:173–178.

5. Geronimus AT, Bound J, Waidman TA, et al.
Excess mortality among Blacks and Whites in
the United States. N Engl J Med. 1996;335:
1552–1558.

6. Billings J, Andersen G, Newman I. Recent find-
ings on preventible hospitalizations. Health Aff.
1996;15:239–249.

7. Holmberg SD. The estimated prevalence and in-
cidence of HIV in 96 large US metropolitan
areas. Am J Public Health. 1996;86:642–654.

8. Massey D. Into the age of extremes: concen-
trated affluence and poverty in the 21st century.
Demography. 1996;33:395–412.

9. Standard and Poor’s DRI. US Metro Economies:
The Engines of America’s Growth. Washington,
DC: US Conference of Mayors and the Na-
tional Association of Counties; 1999.

10. Cisneros H, ed. Interwoven Destinies: Cities and
the Nation. New York, NY: WW Norton; 1993.

11. Caraley D. Washington abandons the cities. Po-
litical Sci Q. 1992;107:1–30.

12. Jargowsky PA. Poverty and Place: Ghettos,
Barrios and the American City. New York, NY:
Russell Sage Foundation; 1997.

13. Rosen G. A History of Public Health. New
York, NY: MD Publications; 1958.

14. Rosner D, ed. Hives of Sickness: Public
Health and Epidemics in New York City. New
Brunswick, NJ: Rutgers University Press; 1995.

15. Andrulis DP. Community, service, and policy
strategies to improve health care access in the
changing urban environment. Am J Public
Health. 2000;90:858–862.

16. Leviton LC, Snell E, McGinnis M. Urban is-
sues in health promotion strategies. Am J Public
Health. 2000;90:863–866.

17. Geronimus A. To mitigate, resist, or undo: ad-
dressing structural influences on the health of
urban populations. Am J Public Health. 2000;90:
867–872.

18. Raske K, Williams M, Parker R, et al. Obstacles
predicting lack of a regular provider and delays
in seeking care for patients at an urban public
hospital. JAMA. 1994;271:1931–1933.

19. Fossett JW, Perloff JD. The “New” Health Re-
form and Access to Care: The Problem of the
Inner City. Report prepared for the Kaiser Com-
mission on the Future of Medicaid. Menlo Park,
Calif: Kaiser Commission on the Future of
Medicaid; December 1995.

20. Freudenberg N. Health promotion in the city: a
review of current practice and future prospects
in the United States. Annu Rev Public Health.
In press.

21. Speer MA, Lancaster B. Disease prevention
and health promotion in urban areas: CDC’s
perspective. Health Educ Behav. 1998;25:
226–233.

22. Robert Wood Johnson Foundation. Urban
health initiative. Available at: http://www.urban-
health.org. Accessed March 1, 2000.

23. Flynn BC. Healthy cities: towards worldwide
health promotion. Annu Rev Public Health.
1996;17:229–309.

24. Fulbright-Anderson K, Kubisch AC, Connell
JP, eds. Theory, Measurement and Analysis.
New Approaches to Evaluating Community Ini-
tiatives. Vol. 2. Queenstown, Md: Aspen Insti-
tute; 1998.

25. Now Is the Time: Places Left Behind in the New
Economy. Washington, DC: US Dept of Hous-
ing and Urban Development; April 1999.

26. Mortality patterns—United States, 1997.
MMWR Morb Mortal Wkly Rep. 1999;48:
664–668.

27. Lewin T. Birth rates for teen-agers declined
sharply in the 90’s. New York Times. May 1,
1998:A21.

28. Wilson WJ. When Work Disappears: The World
of the New Urban Poor. New York, NY: Knopf;
1996.

29. Chalk CP, Moore-Rice K, Rizzo R, Chiasson
RE. Eleven years of community-based directly
observed therapy for tuberculosis. JAMA. 1995;
274:945–951.

30. Card JJ. Teen pregnancy prevention: do any
programs work? Annu Rev Public Health. 1999;
20:257–285.

31. Bernstein J, McNichol EC, Mishel L, Zahrad-
nik R. Pulling Apart a State-by-State Analysis
of Income Trends. Washington, DC: Center on
Budget and Policy Priorities and Economic Pol-
icy Institute; January 2000.

32. Kawachi I, Kennedy BP, Lochner K, Protherow-
Stith D. Social capital, income inequality, and
mortality. Am J Public Health. 1997;87:
1491–1499.

33. Kawachi I, Kennedy BP, Wilkinson RG. Crime:
social disorganization and relative deprivation.
Soc Sci Med. 1999;48:719–731.

34. Pappas G, Queen S, Hadden W, Fisher G. The
increasing disparity in mortality between socio-
economic groups in the United States, 1960 and
1986 [published erratum appears in N Engl J
Med. 1993;329:1139]. N Engl J Med. 1993;
329:103–109.

35. Bernstein N. Study documents homelessness in
American children each year. New York Times.
February 1, 2000:A12.

36. United Hospital Fund. Taking Steps, Losing
Ground: The Challenge of New Yorkers Without
Health Insurance. New York, NY: United Hos-
pital Fund; 1999.

37. Sretzer S. The importance of social intervention
in Britain’s mortality decline c. 1850–1914: a
reinterpretation of the role of public health. Soc
Hist Med. 1988;1:1–37.

38. McKeown T. The Modern Rise of Population.
London, England: Edward Arnold; 1976.

39. Friedman LN, Williams MT, Singh TP, Frieden
TR. Tuberculosis, AIDS and death among sub-
stance abusers on welfare in New York City.
N Engl J Med. 1996;334:828–833.

40. Hibbs JR, Benner L, Klugman L, et al. Mortal-
ity in a cohort of homeless adults in Philadel-
phia. N Engl J Med. 1994;331:304–309.

41. Chavkin WC, Romero D, Wise PH. State wel-
fare reform policies and declines in health insur-
ance. Am J Public Health. 2000;90:900–908.

42. Cohen HW, Northridge ME. Getting political:
racism and urban health. Am J Public Health.
2000;90:841–842.

43. Food and Nutrition Services Budget Division.
Food Stamp Program Actual Participation, De-
cember 1999. Washington, DC: US Dept of
Agriculture; 1999.

44. Wilson WJ. The Bridge Over the Racial Divide.
Berkeley: University of California Press; 1999.

June 2000, Vol. 90, No. 6840 American Journal of Public Health

Editorials


